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Introduction
Lemierre’s  syndrome  (LS)  is  a  rare  and  serious  pharyngoton-
sillitis  complication  that  usually  occurs  in  adolescents  and
young  adults  caused  by  anaerobic  bacteria,  more  speciﬁcally
attributed  to  Fusobacterium  necrophorum. First  described
in  the  early  twentieth  century,  it  was  in  1936  that  the  French
microbiologist,  Dr.  André  Lemierre,  outlined  the  character-
istics  of  the  disease.1
Case report
A  female  patient  (K.C.O.),  12  years  old,  previously  healthy,
presented  with  sore  throat  and  fever  for  seven  days.  She
was  diagnosed  in  another  center  with  pharyngotonsillitis  and
received  intramuscular  Benzathine  benzylpenicillin,  evolv-
ing  with  pain  improvement,  but  with  the  onset  of  persistent
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reserved.igh  temperature  and  bulging  in  the  right  anterior  cervi-
al  region  for  three  days.  Hyperemia  was  observed  in  the
ropharynx  and  cervical  bulging  on  topography  of  the  right
ternocleidomastoid  muscle,  painful  on  palpation.  Contrast
omography  and  angiography  show  right  peritonsillar  inﬂam-
ation,  thrombosis  of  right  internal  jugular  vein  (IJV),  and
ulmonary  nodules  consistent  with  microabscesses  (Fig.  1).
nitially,  the  diagnosis  of  LS  was  not  considered,  and  intra-
enous  antibiotic  therapy  was  started  with  amoxicillin  and
lavulanate  at  a  dose  90  mg/kg/day,  and  anticoagulation
ith  enoxaparin  and  warfarin,  with  gradual  clinical  improve-
ent.  After  three  days,  with  the  ﬁnal  diagnosis  established
nd  in  conjunction  with  the  Hospital  Infection  Control  Com-
ittee,  we  opted  to  keep  the  regimen  due  to  improvement
n  clinical  and  laboratory  parameters.  Even  with  the  patient
eing  admitted  on  antibiotics,  samples  for  general  and
naerobic  bacteria  cultures  were  harvested;  however,  no
acterial  growth  was  observed.  The  patient  was  discharged
fter  14  days  of  hospitalization,  asymptomatic,  with  pre-
cribed  oral  antibiotics  to  complete  21  days  of  treatment
nd  oral  anticoagulation  therapy.  After  four  months  of  anti-
oagulation  therapy,  a control  resonance  angiography  was
erformed  to  monitor  the  disease,  showing  persistence  of
JV  thrombosis.  The  patient  remains  on  anticoagulation
edication  on  regular  clinical  visits  basis,  with  follow  up  by
tolaryngology,  Pediatric  Hematology  and  Vascular  Surgery
eams.
ia Cérvico-Facial. Published by Elsevier Editora Ltda. All rights
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Clin Pharm. 2012;34:818--21.igure  1  Left,  Cross-Sectional  Computed  Tomography  show
eighted Magnetic  Ressonance  Angiography,  showing  the  Right  
iscussion
.  necrophorum  is  a  Gram-negative  anaerobic  bacteria  of
he  oropharyngeal  ﬂora  capable  of  causing  primary  infec-
ion  in  healthy  individuals  with  intact  anatomical  barriers.
he  condition  begins  with  a  sore  throat  and  progresses  to
mpairment  of  peritonsillar  tissue,  parapharyngeal  space,
JV  thrombophlebitis  and,  ﬁnally,  septic  emboli  formation.2
he  onset  of  sepsis  occurs  with  marked  fever  (39--41 ◦C,
02--106 ◦F),  typically  4--5  days  after  the  start  of  sore  throat
nd  sometimes  after  improvement  of  the  symptom.2 The
ppearance  of  the  jaw  angle  bulging,  or  parallel  to  the  stern-
cleidomastoid  muscle,  clinically  reﬂects  thrombophlebitis.
ungs  are  the  primary  site  of  abscess  formation  secondary
o  septic  emboli;  however,  one  can  ﬁnd  multiple  organ
nvolvement.2,3 LS  diagnosis  involves:  (1)  recent  orophar-
nx  infection;  (2)  clinical  or  radiological  evidence  of  IJV
hrombosis;  (3)  isolation  of  anaerobic  pathogens;  (4)  at  least
ne  septic  focus.4 There  is  controversy  in  the  literature
egarding  the  classiﬁcation  of  cases  in  which  the  pathogen
annot  be  isolated.2,3 However,  considering  that  there  are
egative  cultures  in  12%  of  the  cases,3 faced  with  the  clinical
ondition  and  the  difﬁculty  of  bacterial  growth  in  patients
uring  antibiotic  therapy,  we  maintained  the  diagnosis  and
anagement  in  this  case.  Treatment  includes  antibiotics
or  3--6  weeks,  with  coverage  for  anaerobes.5 Anticoagu-
ation  therapy  is  controversial,  but  it  is  widely  used.  In  the
bsence  of  contraindications,  the  therapy  must  be  consid-
red,  especially  in  patients  with  poor  clinical  response  in
pite  of  antibiotic.6inal comments
fter  the  advent  of  antibiotics,  cases  of  LS  practically  dis-
ppeared,  but  there  is  evidence  of  its  increased  incidencepulmonary  microabscesses.  Right,  Post-contrast  Sagittal  T1-
nal  Jugular  Vein  ﬁlling  failure.
n  recent  years,  possibly  associated  with  reduced  use  of
ntibiotics  for  sore  throat.  Described  by  André  Lemierre  as
 ‘‘syndrome  that  is  so  characteristic  that  mistake  is  almost
mpossible’’,1 this  condition  is  potentially  as  serious  as  it  is
otentially  treatable.3 A  high  degree  of  suspicion  is  crucial
o  avoid  a  delayed  diagnosis  with  potentially  fatal  conse-
uences.
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